The high mortality due to chronic bronchitis and emphysema in Great Britain has stimulated a number of studies to determine the prevalence of various respiratory symptoms in different populations. Little work of this sort has been done thus far in the United States except for Pemberton's studies (Pemberton and Macleod, 1956; Pemberton, 1956) . Because of the reported low mortalities due to chronic bronchitis and emphysema in the United States, a study of the prevalence of respiratory symptoms comparable to those done in Great Britain would be of value and might indicate where further investigations were warranted. These data could be used for international comparisons as suggested by Reid (1960) . Schilling (1956) reported a high prevalence of byssinosis in cotton and other textile workers in England, and Mair, Smith, Wilson, and Lockhart (1960) have reported byssinosis in flax workers. Thus a study of the prevalence of respiratory symptoms in flax workers appeared to be an appropriate area to begin such a study in the United States.
Methods
The prevalence of respiratory symptoms in mill and office workers in a flax mill in central Massachusetts was determined in the summer of 1960. There was little air pollution and the community was more rural than urban.
The individuals available and those surveyed are shown in Table 1 . The three refusals were all female workers. The five females and three males absent were ill or had illness in the family. Three shifts were operating and the survey was conducted at the mill during working hours.
A questionnaire similar to that developed by the Medical Research Council , for chronic non-specific respiratory disease was used. The questions were asked as written and in the same order each time. All questioning was done by one observer (B.F.). The presence or absence of chronic respiratory disease was based on the answers to the questions and the results of pulmonary function tests. The criteria used for the presence of chronic disease were any one or a combination of the following:
1. Productive cough in the morning or at least four to six times during the day, for at least four days a week, for three months a year, and for three consecutive winters. 2. Presence of wheezing or whistling in the chest most days or nights. 3. Breathlessness in winter of grade 3 or greater (Fletcher, Elmes, Fairbairn, and Wood, 1959) . 4. The presence of bronchial asthma diagnosed by a physician and present at the time of the survey. Results The prevalence of respiratory symptoms was related to age, sex, smoking habits, years of exposure to dust, and the estimated inhaled quantity of dust. These data for males are presented in Tables 2 to 5 . The female data (Table 6 ) contained so few diseased individuals that it was not possible to handle them statistically. The data concerning the air samples and analyses are presented in Table 7 .
Discussion
Inspection of the data obtained on males (Tables 2 to 5) reveals that the percentage of diseased (1-2-1-6) Twisting There were considerable amounts of cellulose and organic trash in the dust. These components probably account for the larger dust particles, and the smaller particles are presumed to be primarily inorganic. In the British data quoted above, the ash residue or inorganic material amounted to 20 to 30% (Goodall and Hardwick, 1951) or 46% (Mair et al., 1960) of the total amount of dust collected.
Here it was less and ranged from 7-6 to 194o% of the total amount of dust collected.
That Table 10 for male and in Table 11 for female flax workers. The mean vital capacities by sex and agegroups are slightly lower than the predicted values. This in part results from these data being an average of three trials whereas the predicted values were the largest values of an unspecified number of trials (Miller et al., 1959) . Furthermore, the predicted values came from a healthy population working in a hospital who could be expected to co-operate (± 186) (± 179) (+ 143) (± 145) WPkV (Higgins, 1957) better than a general working group, and cigarette smokers with a persistent cough were excluded.
The FEV1.0 expressed as a percentage of the vital capacity decreased with age in both men and 27-7 30 7 9 5 11 9 10-9 2. Cough winter a.m. (±173) (±107) (±103) (±118) WPkV (Higgins, 1957) It is lower in the American women. In all the other questions there are fewer positive responses in the American group than in the British, despite the fact that the percentage of "diseased" individuals in the American group as defined under "Methods" above is 31 1 for men and 1 I 3 for women. This probably indicates that, in the male group where there is a significant amount of "disease", there are many with relatively mild chronic non-specific respiratory disease whereas in Great Britain there is a greater proportion with more extensive chronic non-specific respiratory disease.
More specific studies are necessary to define the relative importance of occupational exposures to dusts and gases, air pollution, and previous respiratory infections. From this study cigarette smoking appears to be one of the more important factors in the production of chronic non-specific respiratory disease as suggested by Palmer (1954) and Oswald and Medvei (1955) .
To answer these questions and to ascertain the relative effectiveness of dust or gas exposures at work future studies should concentrate on large numbers of non-smokers. This will eliminate the overwhelming contribution of cigarette smoking.
